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Other Physician Services 

At the option of the Tribal Hospital 
1) outpatient hospital services are reimbursed at the all-inclusive rate published 

by the Indian Health Service, reduced by the average amount for physician services for 
that year determined by HCFA from the cost reports submitted to determine the all
inclusive rate, and 

2) physician services rendered to Medicaid recipients in theoutpatient hospital 
setting are reimbursed according to the methodology for physician services described in 
Attachment 4.19-B, and 
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